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threshold may be reached that argues for generalization beyond individual states to national standards. The immense variation in Medicaid services and regulations, and the resulting extreme unevenness in even basic care available to mothers and children, is poignant evidence of this point.
Medicaid Reimbursement Medicaid policies and reimbursement levels are a concern for all providers; in the EMS context, hospitals may face the biggest problems. When care is provided to Medicaid patients from other states, hospitals must contend with several factors: the inadequacy of existing Medicaid reimbursement levels per se, the unevenness of reimbursement levels across state lines, the willingness (or lack of it) of Medicaid agencies to pay for out-of-state care, and the possibility that a hospital may not be an approved Medicaid provider for other states or may be unaware of other states' Medicaid policies, such as prior authorization requirements, that affect eligibility for reimbursement.
Where hospitals often serve a multistate population, considerable anecdotal evidence of Medicaid payment problems exists. Those problems may be sufficient to discourage some hospitals from accepting out-of-state patients or may, at least, lead them to consider how they might want to proceed with such a step, as some District of Columbia hospitals have done for patients from Maryland. Problems similar to those that arise between states can also be found between cities and counties within states (e.g., New York City and Westchester County).
Other complexities can arise when managed care programs for Medic-aid patients exclude nearby, but out-of-state, facilities that otherwise would provide considerable amounts of care, as happened when the Illinois I-Care program excluded children's hospitals in St. Louis, Missouri (Ron Morefeld, St. Louis Children's Hospital, personal communication, December 1992). Long-standing subspecialty referral patterns for southern Illinois residents were disrupted, diverting them to other institutions as far away as Chicago. After termination of the program in 1991, a coalition of five children's hospitals in Chicago and St. Louis began working together with state governments on pediatric and Medicaid issues.8
These financial barriers to care make it difficult, if not impossible, to ensure that all children will have access to the care that they need. As part of their efforts to further the development of EMS-C programs, states and the federal government need to consider how to overcome reimbursement problems, especially for children who are uninsured or are covered by Medicaid. This committee acknowledges the major shortfalls in insurance coverage for children that are now part of a significant debate about health care reform at the state and national levels. Broad questions of Medicaid or insurance reform are a significant backdrop to the EMS-C discussion; although extensive examination of these issues was clearly beyond its pur-ing truncal injuries or ... more than a trivialures, for instance, bag-valve-mask ventilation and peripheral and central venous cannulation. Professions Commission, for example, addressed implications of changes in the health care system and in healthcare needs for schools training health care professionals (Shugars et al., 1991).  In 1993, the Institute of Medicine had under way various studies in this area, including ones on dental education, on career paths in clinical research, and on increasing minority participation in the health professions.
